Sir,

Caudal block is one of the most commonly performed regional anaesthesia techniques in paediatric patients for umbilical or subumbilical procedures. Commonly, the caudal block is performed with traditional landmark technique. Accidental dural punctures and trauma to the base of the sacrum are some of the known complications of this technique.

Morphological/anatomical variations in the lumbosacral region such as sacral meningocele, meningeal diverticulum, extradural cysts and perineural cysts\[[@ref1][@ref2][@ref3]\] are usually asymptomatic in neonates and infants. They can be associated with skin discolouration of the sacral area, sacral dimple or hair tuft. Ultrasound scanning in such cases helps us pick up the pathology and gives us clear idea of what we are dealing with.

Our patient was a 17-month-old male child (weight 7.6 kg) posted for hypospadias repair. He was a pre-mature child born at 28 weeks and was a Neonatal Intensive Care Unit graduate of around 6 weeks. His routine haematological and biochemical workup was normal.

On the day of surgery, standard nil per os guidelines was followed. The child was pre-medicated with 0.75 mg/kg midazolam with sugar orally 20 min pre-operatively. Our anaesthesia plan was to maintain spontaneous ventilation with the face mask\[[@ref4]\] and ultrasonography (USG)-guided caudal block.\[[@ref5]\] The pros and cons of caudal block were discussed with parents as per our routine.

Anaesthesia induction was started with O~2~, N~2~O and sevoflurane. Intravenous access was established with 22-gauge intravenous (I.V.) cannula. I.V. glycopyrrolate (4 μg/kg) was administered. The patient was turned left lateral for caudal block. The sacral area of the patient had discolouration and a discreet dimple noted on table as shown in [Figure 1a](#F1){ref-type="fig"}. USG scanning of the sacral area revealed an anechoic cystic structure amidst the hyperechoic strands of filum terminale as shown in Figure [2a](#F2){ref-type="fig"} and [b](#F2){ref-type="fig"}. Caudal block was given with 22-gauge spinal needle (Quincke type) 30 mm length under real-time USG guidance \[[Figure 1b](#F1){ref-type="fig"}\] avoiding the cyst as shown in [Figure 2c](#F2){ref-type="fig"}. A volume of 3.5 ml of local anaesthetic mixture (0.5 ml 2% lignocaine with 1:200,000 adrenaline and 3 ml of 0.25% bupivacaine) was used for caudal block. There was no response to surgical stimulus. Duration of surgery was 1.5 h. Anaesthesia was maintained with O~2~, N~2~O and sevoflurane 1% through face mask.\[[@ref4]\] At the end of surgery, the child was shifted to recovery room. Post-operative analgesia was maintained with syrup ibuprofen 38 mg orally thrice daily.

![(a) Sacral area of patient with discolouration and discrete dimple. (b) Ultrasound-guided caudal block](IJA-61-685-g001){#F1}

![(a and b) Ultrasonography scanning of the sacral area showing an anechoic cystic structure amidst the hyperechoic strands of filum terminale. (c) Real-time ultrasonography scan of sacral area showing needle avoiding the cyst](IJA-61-685-g002){#F2}

In our case, the cyst was clearly picked up by USG screening and the caudal block was safely performed by negotiating needle in accordance to the real-time scan, avoiding the cyst. With increasing availability and increasing expertise of USG equipment, it is highly recommended anaesthesiologists should use USG regularly for performing caudal block, especially in the presence of signs suggesting anomalies.

Visible anatomical variations are tell-tale signs of abnormalities such as the dural sac terminating abnormally low.\[[@ref1][@ref2]\] Any obviously visible anatomical variation such as tuft of hair, a dimple in the caudal area are often considered as a relative contraindication for caudal block. Routine use of ultrasound could aid us in converting these relative contraindications into safely doable techniques. Cystic structures, including the cerebrospinal fluid (CSF), may go unnoticed. These scenarios could increase the chances of dural punctures or inadvertent deposition of the local anaesthetic dose calculated for caudal epidural into the CSF leading disastrous complications.

This makes a reasonable case for routine use of USG guidance for caudal blocks, and especially, when the telltale sign of an underlying anomaly is apparent, before abandoning the procedure.
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